Chapter 2

Attention-Deficit/
yperactivity Disorder

Most people in today’s society are somewhat familiar with Attention-
Deficit/Hyperactivity Disorder (ADD/ADHD), and it is one of the most
common reasons children are referred to mental health professionals
(Brown, 2000). Public media have reported astounding increases in the
number of children receiving this diagnosis. Although research studies
have indicated a faitly low rate of actual occurrence of ADD/ADHD, it
has become the diagnosis of the decade, and gifted children have been
caught up in its mushrooming popularity. The prescription of stimulant
medication, which is frequently used to treat ADD/ADHD, has increased
significantly during the past 20 years (Ghodse, 1999; Olfson, Marcus,
Weissman, & Jensen, 2002),

Gifted children, just by their nature, show many behaviors that are
similar to children who suffer from ADHD (Hartnett, Nelson & Rinn,
2004). Both groups may have social problems and academic difficulties
(Guenther, 1995; Leroux & Levitt-Perlman, 2000). In fact, the DSM-IV-TR
recognizes this possibility by stating, “Inattention in the classroom may
also occur when children with high intelligence are placed in academi-
cally understimulating environments” (American Psychiatric Association,
2000, p. 91).

Several authors, including those of this book, are of the opinion
that gifted children are incorrectly diagnosed as suffering from ADD/
ADHD particularly often (Baum & Olenchak, 2002; Baum, Olenchak, &
Owen, 1998; Cramond, 1995; Freed & Parsons, 1997; Lawler, 2000; Lind,
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1993; Sitverman, 1998; Tucker & Hafenstein, 1997; Webb, 2001; Webb &
Latimer, 1993), even though, as Kaufmann, Kalbfleisch, and Castellanos
(2000) point out, there are as vet no empirical data in the medical, educa-
tional, or psychological literature to substantiate this concern. ‘

The syndrome of Attention-Deficit Disorder (ADD) with or with-
out hyperactivity (ADHD) includes an array of diverse symptoms that
typically occur together, though the core symptoms of ADD,'.'AD'HD are
inattention, impulsivity, and hyperactivity (American Psychiatric A:?so-
ciation, 2000). Some researchers (e.g., Lahey, Miller, Gordon, & Rﬂ(?y,
1999) estimate the prevalence of ADD/ADHD among school age chil-
dren as 2% in boys and girls combined. The DSM-IV-TR sugge:sts a
prevalence of ADD/ADHD as 3% to 7% in school age children, with a
higher incidence of ADD/ADHD diagnosed in boys,

ADD/ADHD, Gifted, or Both?

Children are usually suspected of having ADD/ADHD because they
have attention problems or because they are hyperactive. Th‘e child .who
truly sutfers from ADD/ADHD has attention deficits associated with a
range of specific neurological injuries and mild developmental delays..

However, the diagnosis of ADD/ADHD is supposed to be a diag-
nosis of last resort, to be made by exclusion only after ruling out other
possible disorders or problems such as depression, anxiety, Iearning- dis-
abilities, preoccupation with personal problems, unrealistic eXpt?c_tatlons,
situational difficulties, boredom due to a mismatch of abilities an.d
expectations, auditory processing deficits, concussion or mi.ld traumatic
brain injury, ill health, substance abuse, fatigue from slefep disorders, lack
of energy because of poor eating habits or an eating disorder, an.d even
cognitive slowing caused by current medications. Because a ch.mcmn
must take the time to rule out many other possibilities including all
those listed above, ADD is a difficult diagnosis to make. The diagnosis of
ADD should not be given following a 10-minute appointment with a

family doctor who has looked at a questionnaire filled out by the parent
and the school personnel.

Some gifted children do truly suffer from ADD/ADHD; they are
both gifted and ADD/ADHD (Moon, Zentall, Grskovic, Hall, & Stormont-
Spurgin, 2001). It is important to acknowledge both labels, be.ca.luse
some professionals appear to hold the opinion that the two conditions
(ADD/ADHD and giftedness) cannot co-exist. We do not share that
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view. Gifted children can-—and do—suffer from ADD/ADHD, I fact,
advanced intellectual abilities can obscure symptoms of ADD/ADHD
and can delay the appropriate diagnosis (Moon, 2002). Children who are
particularly bright can, in the earlier grades, pay attention to only a small
portion of the class period, yet because of their high intellectual level,
they can still perform well on the tests or other assignments when com-
pared with age peers.

Our experience suggests that perhaps as many as half of gifted chil-
dren with the diagnosis of ADD/ADHD do not have the significant
impairments due to attention or hyperactivity that are required by the
DSM-TV-TR to make an ADD/ADHD diagnosis. Although they do show
some problematic behaviors in some settings, these behaviors can be
better explained by their giftedness and its implications, In short, they
are simply incorrectly diagnosed as ADD or ADHD, and the interven-
tions necessary to address the very real problems experienced are quite
different from the treatment for ADD/ADHD,

Here is a case example. Rafael’s teachers say he isn’t working up to
his ability. He doesn’t finish his assignments, or he just puts down
answers without showing his work. His handwriting and spelling are
poor. He sits and fidgets in class, talks to others, and often disrupts class
by interrupting others. He used to shout out the answers to the teachers’
questions (usually correct answers), but now he daydrearns and seems
distracted. Is Rafael ADD/ADHD or gifted?

He could be either, or there could be other reasons for his behaviors,
In current practice, a parent’s report of such behaviors to a physician may
prompt not only a diagnosis, but also a medication trial. And when the
initial medication does not yield the anticipated or desired results, no
further investigation is pursued; rather, a new and different medication
or a higher dose is attempted. In some cases, the medication does create
an apparent change in the problem behaviors, prompting the circuiar
reasoning that the diagnosis must be correct, regardless of the research
that shows that the stimulant medications used to treat attention prob-
lems improve attention span in any individual, whether that person has
ADD/ADHD or not.

In everyday practice, a child’s high ability level and associated
behaviors are rarely even factored into the equation. For example, one
parent reported that her child’s psychologist said, “I understand that
your child is gifted, but let’s leave that out of the equation for now...”
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Wait! That’s like trying to ignore someone’s height or weight when consid-
ering the size of pants to buy. Giftedness is an inherent part of the child’s
total nervous system and must be considered at every turn, especially in the
diagnostic and treatment aspects that are the focus of this book.

Here are three vignettes that illustrate common symptoms of
ADD/ADID. It is interesting to consider which children are merely
showing signs of giftedness, which ones are showing ADD/ADHD behay-
lors, or whether they are showing signs of both.

Aryanna is an eight-year-old adopted child of a single
mother. She has always been “a difficult child” but very bright,
and a family friend suggested that her IQ be evaluated. On the
WISC-I, administered by a psychologist, she scored a Full
Scale 1Q of 130. Her Verbal 1Q score was 141, and her Perfor-
mance 1Q score was 123.

Her mother and nanny reported that despite a very orga-
nized household, clear expectations, and consistent discipline,
she seldom remembered to do her assigned chotres and rarely
completed any chores without constant supervision. She “forgor”
to wash her hands after going to the bathroom, despite careful
instruction, regular reminders, and negative consequences, In

fact, she seemed rather puzzled about her own behavior, includ-
ing her lack of friends. She was seen as “pesky” by her three
siblings.

The psychologist asked her to listen to an audiotape and
raise her hand whenever she heard a certain word. She noticed
the first time the word was said, but thereafter, despite apparent

cooperation, she missed the remaining times the word was read.
She was overweight and was sent for a physical exam and thy-
roid tests, which came back normal. She was placed on Ritalin®
and, after adjusting the dose upward twice, she became “a dif-
ferent child,” according to her mother and teacher. She began to
make friends at school, cooperate at home, wait her turn, improve
her grades, and lose weight. Adults in her life now say they can

tell when her medication wears off; as her behavior deteriorates
noticeably.

Q9

Andrew is the six-year-old son of m./o physicians. Bicausz
his “terrible two” temper fantrums contzf_med well pasa;I 1 Is {ft
of five, his parents asked for an ‘emluatwn by a p‘lsyc 0 fiw;
They reported temper tantrutms in resporise to nearly any e
tration, and handling him physically was becom-z;g“[f ore
difficult as he grew older. His mother. exﬁaustedly bsm ; k
keeps up, [ won't be able to control his violent o'ur ursts! o

Andrew explained that he could not hold sttlllor stop; p
ing long enough to get to sleep ?nd was frequently a;va ;es i, i
his parents had gone to bed. Still, he woke ejarly an dwunniny
active physically all day. Whenever he wasn't up iin rd " g—
around—as in church and at restaurants—he fidgeted, wig

ed.
gkd)gZi:t‘zr?eifing, the psychologist noted that the boy was
unusually verbal and articulate for];is ;fes; ;:Oall t;;es ig;:;;&j
“He can talk your ear off.  his

;Z;lo‘:f?;;d,that he was either talking and bothering i;lctls CI?S;;
wmates, or he was so absorbed i a book thaff he cou n:lmes
reached unless someone physically touched him. He someti p”
remained seated, reading, oblivious fo the class éepartugeﬂnd
recess (his favorite activity). A WISC-IIL was a(;iir.mmstezzADD/
his IQ was estimated at 140. The psyc.hologzst. mgn;s;\/ APD!
ADEHD, and a pediatrician started ‘h:m on Ritalin®. Wi o
few weeks, Andrew had developed tics, a tremot, and mcrez) o
irritability. The Ritalin® was stopped and the symp
improved, but the tics continued.

Chemissa is a nine-year-old girl referred for evaluattontbﬁ
her teacher who suspected ADD/ADHD. .The teacher reii; ;ast
frequent daydreaning, saying that Chemissa wa;loﬁdw:s ot
of the day. She did not disrupt class and genera yd i 1}; o
tests, but she rarely finished her homew?rk..She ha feg e
and spent most of recess reading or staring tnto spaa; terCher)s
uation did not include an IQ test. However, based the ten
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reports on the Conners™ checklist rating scale, a pediatrician
placed her on Ritalin®.

After several weeks, her mother reported that Chemissa was
finishing her homework. The teacher noted increased participa-
tion in class. Although the school faithfully administered the
medication, the mother frequently forgot it. Chemissa’s improve-
ment waxed and waned; this inconsistency was attributed to the
irregular dosage of Ritalin®.

. As Kaufmann, Kalbfleisch, and Castellanos (2000} point out, a
fi1agn05tic error that misses ADD/ADHD can be just as serious as
incorrectly concluding that a gifted child suffers from ADD/ADHD. If
ADD/ADHD is overlooked in a young child, that student may suddenly
discover that the compensatory skills he used in elementary school are
insufficient to meet the demands of the middle school or high school
curriculum. The frustration can be substantial.

We agree with the admonition of Kaufmann, Kalbfleisch, and
Castellanos {2000) that when a child’s behavior causes academic, social,
or self-concept impairments, it is important to examine that child clini-
cally to rule out conditions that are potentially treatable. However, if
high intellectual ability is present, the child should be evaluated by
someone with training and experience with gifted children (Silverman,
1988). We raise these cautions because the behaviors of a child with
ADD/ADHD are often similar to traits typically attributed to creativity
0.1‘ giftedness (Cramond, 1995) or to overexcitabilities (Piechowski, 1997;
Silverman, 1993), and the recommendations for giftedness, creativity, or
overexcitabilities should be different than those for a child with ADD/
ADHD. In addition, medications are not without risk and should not be
prescribed simply on a trial basis if there is any other way to sort out the
diagnosis, especially when both the diagnosis and the treatment are
non-specific.

While difficulty with adherence to rules and regulations is gener-
ally accepted as one sign of ADD/ADHD {(Barkley, 1990), similar
behaviors can be seen in gifted children, but for different reasons. Even
in the early grades, exceptionally bright children actively question rules,
customs, and traditions. Their intensity makes them prone to engage in
power struggles with authority, and these behaviors often cause discom-
fort for parents, teachers, and peers.

v
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Tmpairmeit

Level of impairment for the child is particularly important in diag-
nostic and treatment decisions. But the level of impairment is based ona
subjective assessment that is highly related to the child’s situation at
school or at home. In the classroom, what may be perceived as inability
to stay on task is more likely to represent boredom in gifted children. As
noted above, this is one diagnosis for which the DSM-IV-TR does recog-
nize the impact of giftedness on the diagnostic process.’

Gifted children generally perform well if they are interested in the
task or are otherwise motivated. Lack of interest or motivation can pro-
duce inaccurate results on objective tests of attention, as well as on
subjective evaluations, such as behavior checkdist ratings done by par-
ents or teachers, The behaviors that lool like attention impairment only
indicate boredom and disinterest. An assessment of motivation is, there-
fore, a very important part of the evaluation.

Gifted children spend one-fourth to one-half of regular classroom

time waiting for others to catch up, perhaps even more so if they arein a
heterogeneously grouped class (Gallagher & Harradine, 1997; Webb &
Yatimer, 1993). Gifted children’s specific level of academic achievement’
is often two to four grade levels above their actual grade placement
(Rogers, 2002). They can finish their work quickly, rapidly grasp the
concepts being presented, and then find that the class work involves
extensive repetition and a too-slow pace (Reis et al., 1993; Winner,
1997). Creative responses by such children to non-challenging or non-
stimulating classroom situations are likely to result in off-task behaviors
such as daydreaming, disturbing classmates, or other attempts at self-
stimulation. Such use of extra time is often the cause of school referral
for evaluation of possible ADD/ADHD.

Activity Level

“Hyperactive” is a word often used by parents to describe both
gifted children and ADD/ADHD children. Parents of these gifted chil-
dren are using the term loosely, describing an extremely high energy
level directed toward goals, but not a disorganized, ill-directed flow of
energy as would be the case in ADD/ADHD. ADD/ADHD children have
a high activity level that is pervasive across most situations (Barkley,
1990).
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However, many gifted children are likewise very active. As many as
one-fourth of gifted children require less sleep, and some need only four
or five hours a night, while during waking hours, their activity level is
quite high (Clark, 1992; Webb et al., 1982). In contrast to ADD/ADHD
children, the activities of these very bright children can be focused,
directed, and sustained for long periods. The very intensity of gifted chil-
dren allows (or causes) them to spend long periods of time and much
energy on whatever becomes the center of their focus. We must again
note, however, that this may be different than the focus that is being
sought by teachers or parents.

Diagnostic Criteria

Frequently, bright children are referred to psychologists or pedia-
tricians because they exhibit behaviors such as restlessness, inattention,
impulsivity, high activity level, or daydreaming—all behaviors that the
DSM-TV-TR lists as associated with ADD/ADHD. In fact, the DSM-
IV-TR formally lists 18 characteristics that may be found in children
diagnosed with ADD/ADHD. Nine of these 18 characteristics deal with
problems in inattention, and nine describe problems of hyperactivity
and/or impulsivity.

Tn addition, there are four restrictions: (1) at least six of the nine
characteristics in either category must be present, (2) the onset must be
before age seven, (3) they must be present for at least six months in two
or more settings, and (4) they must negatively affect the individual “to a
degree that is maladaptive and inconsistent with developmental level”
(American Psychiatric Association, 2000, p. 92). Developmental level
implies age-appropriateness, but as we have seen, asynchrony in devel-
opment is one of the markers of giftedness.

The DSM-TV-TR further suggests that there are four subtypes of
Attention-Deficit/Hyperactivity Disorder (ADD/ADHD). These are: (1)
Predominantly Inattentive Type, (2) Predominantly Hyperactive/Impul-
sive Type, (3) Combined Type, and (4) ADD/ADHD Not Otherwise
Specified—i.e., there are clear symptoms of inattention or hyperactiv-
ity/impulsivity, but they do not exactly meet the published diagnostic
criteria. According to the DSM-IV-TR, the behaviors listed in Table 2
comprise the diagnostic criteria for Attention-Deficit/Hyperactivity
Disorder.
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Table 2. Diagnostic Criteria for Attention-Deficit/
Hyperactivity Disorder
(R.eprimed with permission from the Diagnostic and Statistical Masnual of Mental
Disorders, Text Revision, Copyright 2000. American Psychiatric Association, p. 92.)

A. Either (1) or (2).

(1} Six (or more) of the following symptoms of inattention have per-
sisted for at least 6 months to a degree that is maladaptive and
inconsistent with developmental level.

Inaitention

(a) often fails to give close atfention to details or makes careless
mistakes in schoolwork, work, or other activities

(b) often has difficulty sustaining attention in tasks or play
activities

(¢) often does not seem to listen when spoken to directly

(d) often does not follow through on instructions and fails to
finish schoolwork, chores, or duties in the workplace (not due to
oppositional behavior or failure to understand instructions)

(e) often has difficulty organizing tasks and activities

(f) often avoids, dislikes, or is reluctant to engage in tasks that

require sustained mental effort (such as schoolwork or home-
work)

(g} often loses things necessary for tasks or activities (e.g., toys,
school assignments, pencils, books, or tools)

(h) is often easily distracted by extraneous stimuli
(1) is often forgeiful in daily activities

(2) Szx ( or more) of the following symptoms of hyperactivity-
impulsivity have persisted for at least 6 months to a degree that is
maladaptive and inconsistent with developmental level,

Hyperactivity

(a) often fidgets with hands or feet or squirms in seat
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(b) often leaves seat in classroom or in other situations in which

remaining seated is expected

(c) ?ﬁen runs about or climbs excessively in situations in which it
is inappropriate (in adolescents or adults, may be limited to

subjective feelings of restlessness)

(d) oﬁ?n has difficulty playing or engaging in leisure activities
quietly

(e) is often “on the go” or often acts as if “driven by a motor”
(f) often talks excessively

Impulsivity

(g) often blurts out answers before questions have been completed

(h) often has difficulty awaiting turn

(1) ofte.n interrupis or intrudes on others (e.g., butts into conver-
sations or games)

B. Some hyperactive-impulsive or inattentive symptoms that caused impair-
ment were present before age 7 years.

C. S‘ome impairment from the sympfoms is present in two or more set-
tings (e.g., at school [or work] and at home).

D, o w .
The?re st be.clem evidence of clinically significant impairment in
social, acadernic, or occupational functioning.

E }I;he S)Tmptoms do not occur exclusively during the course of a
De'rvaswe Developmental Disorder, Schizophrenia, or other Psychotic
isorder and are not better accounted for by another mental disorder

(e.g., Mo.od l?isorder, Anxiety Disorder, Dissociative Disorder, or a
Personality Disorder). J

Traditional Attempts at Diagnosing ADD/ADHD
The differentiation between ADD/ADHD and giftedness is not
always easy to make, and it often requires observation in several settinos
overa period of time. A child’s focus while watching television or layi :
VLdeoga.mes should not be included, because children with ADD/iDYHan
and children without ADD/ADHD often are equally mesmerized by
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shem. As the following list shows, similar behaviors are associated with
both. Almost all of these behaviors are found in bright, talented, creative,

gifted children in certain situations. How is a parent, teacher, or health
care professional to ascertain the difference?

Table 3. Similarities between ADD/ADHD and Gifted Rehaviors

FRIE

Behaviors Associated with ADD/ADHD Behaviors Associated with Gifiedness

(Barkley, 1880) (Webh, 1993)

Poorly sustained atiention in almost all  Poor attention, boredom,daydreaming in
situations specific situations

Diminished persistence on tasks not  Low tolerance for persistence on tasks
having immediate CONSBQUENCES that seem irrelevant

Impulsivity, poor ability to delay Judgment lags behind intellect
gratification

impaired adherence 10 commands to  Intensity may tead to power struggles
regulate or inhibit hehavior in social ~ with authorities

coniexts

More active, restiess than normal High activity level; may need less sleep
children

Difficulty adhering to rules and Questions rules, customs, and fraditions
regulations

Rating Scales

Brief rating scales filled out by teachers or parents, such as the
Conners’ Parent and Teacher Rating Scales-Revised (1997) or the Child
Behavior Checklist (Achenbach, 2001), are the most frequently used ini-
tal instruments to identify ADD/ADHD behaviors and patterns of
behavior that may be problems. However, these scales most often only
restate the behaviors used to describe ADD/ADHD in the DSM-1V-TR.
Because of this, they may not be useful in differentiating between ADD/
ADHD and gifted behaviors, Parents of teachers rate the behaviors on a
scale using categoties such as Always, Frequently, Sometimes, Seldom, or
Never, in which each is given a point value. The points are then added up
for various subscales about attention, activity level, depression, anxiety,
and impulsivity. The bealth care professional uses the scores to quantify
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how others see the child, allowing for a comparison of a parent’s or
teacher’s view with a normative sample’s view of children.
What such scales do not take into account is the cause of the behav-

ior. The professional is, indeed, cautioned to look for other potential
sources such as depression or anxiety, which may often cause a person to
have thoughts that continually intrude so as to prevent concentration,
Some, but in our experience all too few, children are fortunate enough to

also have a thorough physical evaluation {which includes screening for

allergies, mild traumatic brain injury, hypothyroidism, and other possi-
ble health concerns) and an extensive psychological evaluation, which
includes assessment of intelligence, achievement, and emotional status
to rule in or out other origins of the problem behaviors.

However, scant attention is given to the more CONMMON scenario
for gifted children, namely that they may be in an educational setting
that is inappropriate and insufficiently stimulating for them, or they
may have a teacher who is unaware of the characteristics of gifted
children and who is misinterpreting behaviors such as intensity and
eagerness as impulsivity characteristic of ADD/ADHD.

Luisa was most certainly a gifted youngster with a special
talent in computers. During her first semester of second grade,
the computer teacher recognized her talent and that the curric-
ulum being taught had nothing to offer Lutisa. As a result, Luisa
was allowed to monitor and assist other students. She often
roamed the room and helped others. The teacher found her a
wonderful asset to the class and thoroughly enjoyed her assis-
tance, and Luisa thrived.

During the second semester, Luisa’s new computer teacher
was frustrated with Luisa’s “inability” to sit still and mind her
own business. The teacher thought that she “impulsively” assisted
other students and “rarely” remained Jocused on her own work.
She must certainly have ADD/ADHD, the teacher thought, and
she mentioned this to the parent at her first opportunity. Subse-
quent evaluation showed no clinical evidence of ADD/ADHD.

The DSM-IV-TR, as well as most of the rating scales, lists “diffi-
culty sustaining attention” as a cardinal characteristic of ADD/ADHD.
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: O b N "

hat child’s head is likely to be far more interestil.}g tlt_lan. anything that is
ot 1 the classroom, and the child’s attention is likely to wander.
gOlngK;lolther listed characteristic of ADD/ADHL is “.dc?esn’t' see.m tol
listen when spoken to directly.” Gifted Chﬂdgen}-:\;ti; tizin;;;l;g; T:t;(:.ri
rexcitabili av become so entranced wi '
Oleiz}:s:let;li)rlll 1'3:; or::k}’;hat they truly do not hear what (ithers say. Thlslgm
Zegproblematic,but it is not the so-called “h?rpeifocuﬂs of QDD{AD:;IW.:_
“Doesn’t follow through on instructions” or “disli ”es ot gs ue
tant to engage in tasks such as schoolw?rk or homework 1c.:am tc; ;: o
more understandable as non-pathological when one iefa izes that the
child is being required to “show how he got the ansvx.rerh‘ o}f m(;l Wfiting
Jerns so easy for him that he rapidly figures ther‘x} outin 151 ”eIa . Wit
the steps, from his viewpoint, is simph_f useless b}ls.y—wor k7 In ¢
these, the context of the behavior clariﬁe‘s the.j(;)ngm. N—
“Easily distracted by extraneous stlm.uh. can be somet 'm:)g‘llt o
than ADD/ADHD for the child who has ﬂgmﬁcan’t overexcitabi dl r)i 1
sensuial areas. We have seen many gifted children V.VhO are excee ltrig
sensitive to odors, such as perfumes, or who h.ave clhfﬁcuh}}fl concell o
ing until the tags are cut out of the back of their .shlrt, or “;1 0 e;re e nzf
aware of the noise and flicker of fluorescent ‘hg_hts 1.11 t 'e C ?.B.SS hid;
While these issues do need to be addressed, this is a situation in w
ication does not help. o .
mEdlc‘?giofﬁculty organizﬁng tasks and activities::” j‘loses thmgls, ;ﬁcdlr;
often forgetful” are also characteristics of ‘VEl‘Y visual-spatia t cre en
who are simply not adhering to the. socially aicdcesit;cl1 ;Sttrlﬁsuba.mbaﬂ
1Is the story of how her nine-year-o 1 Jos
Ig?g:rl;i:Zd it was dur};ng the middle ofa game. Standing mbtheh outfizirc;,
he suddenty saw a hot-air balloon. Immediately entranced by td.eh (;othﬂ;
he thought of the perspective of the W(.)I‘ld f.rom up th(;:e, an.l()ts then
began to think about the physics principles involved when pi b v
gate balloons. He was so deep in thought that he was unaware o
glove fell off his hand. He was also unaw?re }tlhlelljt thf;— :n}rllénegn:\;ied thé
i ach sent another boy out to fetch him. :
gﬁtgltl)lizehzowas genuinely embarrassed when the coach askehd hlr;e‘ﬁzg
he did not have his glove, and he was unable to remember where

left it
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Some professionals might maintain that these attention behaviors
could, in fact, reflect ADD/ADHD. However, we think that it is tmpor-
tant to first seek the simplest and least negative explanation for such
be}}aviors. As noted earlier, it is also important to closely assess the level
of tmpairment that exists. Just because a cluster of behaviors is present
does not mean that a diagnosis must-—or even should—be made. Unless
that cluster is creating significant impairment in the child’s life—
socially, educationally, or otherwise—then the diagnosis should not be
@ade simply on the basis that the behaviors are there. The level of
impairment is easy to overlook, especially if one is simply counting the
presence of certain behaviors or basing a judgment of impairment on
what adults expect in an environment—expectations that may actually
be inappropriate for that particular child.’

Attention deficits, like many disorders, are on a continuum with
normal behavior, and ADD/ADHD is the extreme end of a normal psy-
chological trait (Barkley, 1997). There isn’t a clear signpost indicating
when symptoms have crossed into the realm of pathological impair-
ment. Tt isn’t like crossing the state line into Wisconsin. Diagnosing
ADD/ADHD warrants a thoughtful, complete evaluation, which includes
awareness of the child and her context.

It is not appropriate to expect or force a person to act like someone
else just to please others or to fit in. In medicine, treatments are judged
not only on their effectiveness, but also by their side effects. One would
n'ot place a child who is allergic to wheat on steroids to prevent the reac-
tion; one would stop feeding the child wheat. While gifted behaviors are
often outside the norm and perceived as problems, changing the envi-
ronment, not the child, is the most effective and benign intervention.

Hyperactivity and Impulsivity

A similar situation exists with regard to hyperactivity and impulsivity,
thich is the second major component of the diagnosis of ADD/ADHD?
Often fidgets,” “squirms,” “often on the go,” “talks excessively,” “often
blurts out the answers before questions have been completed,” “often has
difficulty awaiting turn,” and “often interrupts or intrudes on others” are
some of the defining behaviors. The precocious verbal ability of gifted
children, combined with their intensity and their curiosity, results in the
same behaviors. The fidgety behaviors and rapid, repetitive movements

may simply reflect psychomotor overexcitability. The interruptions may
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reflect intellectual overexcitability as their enthusiasim overrides their

judgment.
Are these indicators of behavioral disorders such as ADDJADHD?

Not necessarily. In fact, one study even indicated that first graders could
Jower their heart rate and stress level by swinging their legs while doing a
passive learning task (Soussignan & Koch, 1985). In addition, chewing
gum has been shown to improve concentration.

Tests: Intelligence, Achievement, and Neuropsychelogical

Individually administered intelligence tests, achievement tests, and
neuropsychological tests can be quite helpful in determining whether a
bright child has ADD/ADHD or whether the behaviors simply reflect a
gifted child without ADD/ADHD. Individual evaluation will allow the
professional to establish maximum rapport with the child to get the best
effort on the tests—an essential aspect in the assessment process. During
such individual testing, the gifted child usually becomes quite engaged
with the challenges provided by the testing procedures, whereas the child
with ADD/ADHD will find these challenges frustrating and loses rapport.

The interpretation of intelligence, achievement, and neuropsycho-
Jogical tests requires considerable specialized professional training. It is
not sufficient to simply examine overall IQ or achievement test scores, OF
even to look at specific scales that have appealing names, such as the Free-
dom from Distractibility factor on the WISC-ITT or the Working Memory
Index on the WISC-TV. A sophisticated and detailed approach is needed,
and some specific information and guidelines of interest to health care
professionals about such an evaluation is contained in the endnote.’

Personality Testing

Personality tests administered by counselors and psychologists can
allow examination for possible emotional problems that could be caus-
ing the behaviors that can look like ADD/ADHD. Though mentioned in
the DSM-IV-TR as alternative conditions that should be considered, anx-
iety and depression are, in fact, seldom examined as causes for behaviors
that resemble ADD/ADHD. However, if personality testing is done, the
psychologist should be aware that gifted children’s overexcitabilities (i.e.,
sensitivity and intensity) often cause their responses to be imbued with
emotion. On projective tests like the Rorschach or story-telling tests, for
example, these children tend to give more imaginative or “fabulized
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%responses,”4 even though the structure and organization of their responses
is generally excellent (Webb & Kleine, 1993). A psychologist who is not
knowledgeable and alert could misconstrue those responses as indicatin
pathology. ’

It is also important to look beyond the initial response and explore
possible reasons that a gifted child might respond in a certain way. For
f:xample, when a child indicates on a personality inventory that she

‘.th'mks about hurting herself;” the context should be explored. In one
ﬁtf}atiou, a gifted child’s motive was assumed to be suicide, and appro-
priate precautions were taken. However, upon further questioning, she
explained, “Well, have you ever gotten really frustrated and thought
about just banging your head on the wall? T have, and that’s what T was
thinking about—T just get frustrated a lot.”

' It is important for any evaluator to spend time gathering informa-
tloln from persons who are significantly and regularly involved in the
chlld.’s care, such as parents, grandparents, and teachers. In addition to
providing a rich understanding of the child’s current behavior, these
conversations can also provide a more complete developmental and
medical history.

Hyperfocus

Some professionals believe that if a person with ADD/ADHD has
the ability to focus and pay attention in certain situations, then he is
showing a condition that has been called “hyperfocus” (Hallowell &
Ratey, 1994). Hyperfocus is an anomaly in some people with ADD/
ADHD in which they are able to concentrate unusually well in a specific
area. It is important to note that there are no empirical data that support
hyperfocus as an aspect of ADD/ADHD. In gifted children without
ADD/ADHD, this rapt and productive attention state is described by
Gsikszentmihalyi (1990) as “flow.”

In children who do suffer from ADD/ADHD, the experience of
hyperfocus is more likely to occur in the presence of events that are fast
changing and engaging, such as action movies, sporting events, or
iomputer games. There is empirical evidence for something called
perseveration” in children with ADD/ADHD, which means difficalty
changing from one fask to another (Barkley, 1997). These children will
have difficulty shifting from one frame of mind to another or from one
task to another, School settings typically require such frequent attention
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shifts, and the tasks required of the child are often not intrinsically
rewarding and involve some effort. ADD/ADHD is not necessarily charac-
terized by an inability to sustain attention, but rather by difficulties in
appropriately regulating the application of attention to various tasks, pat-
ticularly to tasks that are not personally rewarding or that require effort.
Most importantly, these children have difficulty abandoning strat-
egies, even when they are not succeeding. They will doggedly persist in
doing something that doesn’t work, hasn't worked in the past, and is
unlikely to work in the future. What has been coined “hyperfocus” in
persons with ADD/ADHD scems to be a less medical-sounding descrip-
tion of perseveration. Thus, the apparent ability to concentrate in certain
Kimited situations does not exclude the diagnosis of ADD/ ADHD.

Differentiating ADD/ADHD Behaviors
from Gifted Behaviors

I was in denial about the possibility of my daughter having
ADHD. Anytime she acted in an impulsive way of had out-
bursts of anger, I would dismiss it as being a side effect of her
extreme precociousness and brilliance. [ would tell myself that
Einsteir’s mother must have had exhausting days irying to raise
him and that Da Vinci’s parenis probably had a difficult time
with his mood swings, too.

Tt was when my daughter’s self esteer started to really drop
that T began to consider getting her help. Her negative self-talk
and anger, which I realized was from her inability to control
herself, escalated as time went on. The fact that she was pro-
foundly gifted, 1 think, only made it more difficult for her
because she knew she was different in a multitude of ways.

When I decided to try medication, I was really worried that
it would have negative effects. didi’t want her to feel even
nore odd than she already did. I was very happy and surprised
to discover how well the medication worked for her. She was
more it control of herself, and she could sit and conmmunicate
with us, whereas before, her thoughts flew so fast that she wasn't
able to get them out in verbal form a lot of times. Best of all, her
confidence has risen dramatically.
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Situational Specificity of Behaviors

‘ In our opinion, an essential approach to making a correct and dis-
tinct differential diagnosis of ADD/ADHD in a gifted child is for the
professional to consider both the characteristics of the gifted/talented
child and the child’s situation. With gifted children, the problems tend to
be specific only to certain situations; for children suffering from
ADD/ADHD, the problems tend to be present in virtually all situations
although by definition, the problems have to be present and causiné
impairment in at least two settings only for the diagnosis to be made.

A characteristic of ADD/ADHD that does not generally have a
counterpart in gifted children is that ADD/ADHD children are quite
variable in how they do tasks. They are highly inconsistent in the qualities
of their performance (i.e., grades, chores) in how quickly or efficiently
they accomplish the task in almost every setting (Barkley, 1990). Gifted
children generally maintain consistency in effort and high grades if they
like the teacher and are intellectually challenged, and they may even
become almost obsessive (an aspect of their mtensity) to produce a
product that meets their own self-imposed high standards. Thus, gifted
children who show ADD/ADHD-like problems at school may not show
such behaviors at home or when they visit a museum or library or zoo
because they are genuinely interested in the project at home or the dis-
play at the museum. It is important to examine the context in which the
problem occurs. Particularly telling is whether the problems are greatly
teduced when the bright youngster is with other similarly talented
children.

There are several environmental factors to consider when evaluat-
ing a child’s behavior. First, in a new situation, an ADD/ADHD child
may not show ADD/ADHD behaviors—only when the novelty wears off
will these behaviors become apparent. In clinical practice, then, it s rec-
olmrnended that the professional schedule at least two separate office
visits. In the first visit, the child may be on good behavior, but on the
second or third appointment, the child with ADD/ADHD is likely to
show the impulsive and inattentive behaviors that prompted the referral.
Most ADHD children will become disruptive in the office, despite the
war_nings, pleadings, and exhortations by their parents prior to and even
during the appointment.” It is important to note, however, that such

brief behavioral observations should not replace a comprehensive ADD/
ADHD evaluation.
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Second, in assessing behavior, the amount of structure in the envi-
ronment must be considered. A child with ADD/ADHD may succeed in
Ms. Harrison’s class but not do so well in Ms. Ortega’s class because Ms.
Harrison is more structured. The child with ADD/ADHD needs limits
and structure and generally responds best to concrete, sequential, brief,
and small segments of work. In fact, one of the strategies for an ADD/
ADHD child is to increase the amount of structure and routine in the
child’s day to help him regulate his own behavior. Gifted children like to
know what to expect and may also do better in structured situations, but
only if the situation is sufficiently stimulating. They will resist structure
that is stifling.

A third environmental factor that can help distinguish between
true ADHD and typical gifted behaviors involves not the time on task,
but rather the time off task. The child with ADHD, once interrupted
from a task, can be slow to return to task and far less likely than the typi-
cal child to return to task at all (Barkley, 1997). The gifted child, by
contrast, can usually be brought back to the task at hand with relatively
little prompting.

A fourth factor that helps further tease out the differences between
ADHD and gifted behaviors involves parental observation. It is useful to
ask the parents whether the child can engage in any solitary activity for
long periods of time quietly without attention wandering or impulsive
behavior. Parents of gifted children who do not have ADD/ADHD will
quickly say, for instance, “Oh, yes. She’s passionate about reading, and
when she reads, she’s as unmoving as a stone. She would read for hours,
if we let her, and she is unaware of virtually everything around her” Such

a child is very unlikely to have ADD/ADHD. Similarly, if the child assem-
bles model ships, Legos®, or some other intricate project for 45 minutes
or more with focus and attention, it is unlikely that the child is ADD/
ADHD.

Sometimes parents will report that a child can focus intensely on
electronic media, such as television, video, or computer games. However,
these activities typically require little effort and are so rapid, constantly

changing, and continuously reinforcing that they can hold the attention
of any child, even one who suffers from ADD/ADHD {Borcherding et
al., 1988; Douglas & Parry, 1994; Wigal et al., 1998). A child’s attention to
these electronic pastimes does not rule out the possibility of ADD or

ADHD.
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Evaluating these four environmental factors is particularly impor-
tant in any attempt to diagnose ADD/ADHD in a gifted child. In short,
gifted children who do not have ADD/ADHD have less difficulty attend-
ing for long periods of time and are especially engaged in those things
that interest them; children with ADD/ADHD have more difficulty
maintaining attention on anything for long periods of time, except
television, computer games, intrinsically rewarding activities, or other
fast-moving stimulation, because they are unable to stop-—or “disinhibit”
themselves—from acting on some other impulse.

Gifted Children with ADD/ADHD

Some gifted children do, indeed, have ADD/ADHD. As with other
children who suffer from ADD/ADHD, the attention difficulties and
impulsivity problems usually occur in several situations. These are
children who will need treatment for their ADD/ADHD as well as edu-
cational accommodations for their giftedness, and it is important that
one does not too quickly dismiss the possibility of ADD/ADHD in a
child who is gifted.

Gifted children with ADD/ADHD present diagnostic and treat-
ment dilemmas because of their stunning ability to produce at certain
times when there is reasonable structure and the intrinsic motivation is
high, but an inability to do even the simplest mundane tasks at other
times. “You read so well aloud to me the other day, why can’t you finish a
book on your own?” This is the inconsistency that is the hallmark of
ADD/ADHD children in general, and it is also present in the gifted child
with ADD/ADHD.

The twice-exceptional diagnosis of ADHD and gifted is
definitely a Catch-22. These kids dow’t seem to fit well any-
where. What we have experienced with our now-14-year-old
son is that there has generally been more focus on his weaknesses
(the ADD/ADHD symptoms) than on his strengths (his gifted-
ness). This is in contrast to what he needs, because we know the
ADD/ADHD symptoms improve when he is appropriately
challenged. But often, he has been denied appropriate challenge
because of his ADD/ADHD symptoms.

Our son’s advanced math skills were apparent as we moved
him from a private school to public as a fourth grader. His
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ability for abstract thinking was quite advanced, and he had
begun to learn algebra. However, he was denied the opportunity
to accelerate in math because he couldn’t complete a fimed
math facts test in the required amount of time.

When forced to work in an unchallenging environment, he
struggles to complete work and is then labeled “unmotivated.”

Medication

Sometimes a situation arises in which someone raises the possibil-
ity of ADD/ADHD, and the parent goes 0 the very busy physician who
says, “Well, I don’t know. Let’s try him on a trial dosage of Ritalin® for a
few weeks, and if he responds, we will lmow whether or not he has
ADD/ADHD.” This approach is not particularly helpful, since stimu-
lants such as Ritalin® and Dexedrine® decrease motor activity and
reaction time and also improve performance on cognitive tests for most
children (Rapoport et al., 1978).°

Physicians, on average, typically have only a few minutes to spend
with each patient, and they don’t have the fime or the tools to ferret outa
diagnosis of ADD/ADHD, especially in a gifted child. They rely heavily—
perhaps too heavily—on the behavioral reports from parents and educa-
tors. Most children, if placed on a low dosage of stimulant such as
Ritalin®, will concentrate better and stay on task. For some gifted chil-
dren, it appears that such medication actually allows them to endure an
inappropriate classroom situation that otherwise may be unendurable;
But then medication is being used to support the problem rather than to
support the child by improving the learning environment. Sometimes
accelerating the child’s curriculum also results in better attention and
interest {Rogers, 2002).

In kindergarten, the teacher suggested that I take my son to
the pediatrician for an evaluation for ADHD. After the teacher
and 1 filled out forms in first grade, the pediatrician suggested
we try Ritalin® to see if it made a difference. My son was put on
Ritalin® in the fall of second grade, and it did make a difference.
The teachers said his focus was better, he did not talk out of turn
as much, wiggle in his seat, etc. However, his affect was flat and
his creativity noticeably declined.
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He moved to a gifted school in fourth grade and stayed on
Ritalin® (or Concerta®) just for the first three months of that
year. My son never felt that the medicine helped and never
wanted to take it. In the gifted school, there were g few concerns
about his behaviors after he stopped taking his medication.
However, most agreed that, when challenged appropriately, his
behavior and focus were betier, even without the medication,

The psychologist at the gifted school questioned whether the
diagnosis of ADHD was accurate. Another psychologist who
works only with gifted children said that, from what she had
been told, he did not sound at all like he had ADHD but instead
had a “resless intellect.” The psychologist we work with has said
that the description of a “restless intellect” does in fact seem to
apply to my son, and since he is not being treated for ADHD, not
to use that label anymore. Almost three years later, he is still not
on any medication, is doing well, and we are all happy about
that choice.

As a mother, I am somewhat guilty for the time in 1Y SO1'S
life that ADHD was the focus, and not his giftedness.

Some professionals have observed that many adults use a few cups
of coffee to improve concentration. Since Ritalin® and caffeine do about
the same thing, some parents have opted to try a small dose of coffee
with their children prior to seeking prescription drugs. Just like Ritalin®,
tesponse to caffeine does not constitute a diagnostic confirmation of
ADD/ADHD. Although the effects of caffeine and Ritalin® last about the
same length of time, caffeine is a much less precise stimulant. Rather
than targeting a single primary neurotransmitter system, caffeine essen-
tially turns up the activity level of the brain non-specifically. Caffeine
and Ritalin® are not interchangeable drugs, and if the diagnosis is accu-
rate and medication is warranted, any medication used should be
thoroughly discussed and managed by a physician.

Another choice in the American Academy of Pediatrician’s guide-
lines for treatment of ADD/ADHD is Wellbutrin®, which is an atypical
antidepressant that appears to help with focus and sustained attention.
This drug has been available for some time now and is well researched
for use in both adults and children.
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There is a new non-stimulant drug, Stratiera®, recently released by
the Eli Lilly company, to treat ADD/ADHD. To date, there are no formal
reports regarding how gifted children who are not ADD/ADH].D respond
to it. Anecdotal reports suggest that it works better for older children and
adolescents, but its results overall with gifted children seem to vary to
some extent. Other new drugs will undoubtedly become FDA approved
for treatment of ADD/ADHD as time progresses.

Similarities and Differences

Both gifted children and those with ADD/ADHD may have prob-
lems in the school setting, but the difference is that children with
ADD/ADHD will have problems across settings. Both groups may have
problems completing or turning in work. Those with ADD/ADHD have
forgotten to do it, been inattentive to the directions and have compl.eted
it incorrectly, left it unfinished, or lost it. Gifted children are more hlc.ely
to choose consciously to not complete work as directed or simply decide
not to turn it in—choice is involved. The gifted child is more likely to
choose to skip the first 25 of the 50 math problems, while the child with
ADD/ADHD may not even have the paper or is unable to complete the
lengthy assignment because there is no immediate consequence. In both
groups, then, there may be an apparent poor persistenf:e or follf)w
through, but the poor persistence is more consistently seen in th.ose w1t.h
ADD/ADHD, especially when there is no readily apparent and immedi-
ate consequence. '

The gifted child often questions rules and traditions, especially
when the rules don't make sense; the child with ADD/ADHD may be
unaware of the rules or, due to the impulsivity inherent in the disorder,
may be unable to adhere to the rules and social conventions. Again, the
behavior in the gifted child is a conscious choice. .

Both groups are likely to have difficulties with peers. Children with
ADD/ADHD, particularly those with both inattention and hyperac-
tive/impulsive behavior, are likely to be more aggressive {Barkley, 1?97)
or inconsistent with peers, and this negatively affects social interactions
in obvious ways. Gifted children may be perceived as aggressive because
of a tendency to talk out more and to correct or even lecture others.
Their interests and level of discourse do not match that of their peers,
and they are frequently rejected by same-age peers.
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Incompatiible or Contradictory Features

Here, then, is a list of behavioral features that are incompatible
with or contradictory to a diagnosis of ADD/ADHD in a child of high
intellectual ability, or which at least should raise serious questions as to
the accuracy of the ADD/ADHD diagnosis.

& Problems first occur when the child starts formal schooling

@ Shows selective ability to attend to tasks that are of interest, with
intentional withdrawal from tasks that are not of interest

© Has prolonged intense concentration on challenging tasks of
interest with no readily-evident immediate reward

@ Is unaware of environment when interested in a task

@ Is easily distracted by environment when uninterested in a task,
but tries to avoid disturbing others

@ Delays response when spoken to, but gives thoughtful response
@ Intentionally fails to finish tasks {especially rote work)

@ Blurted answers are generally correct

@ Interruptions of conversation are to correct mistakes of others

& Can be easily redirected from one activity of interest to another
activity of equal interest ‘

@ Passesattention tests, and can shift attention readily, if motivated
& Returnstoatask quickly after being distracted or called off task

In addition to these factors, Sharon Lind (2002) in her excellent
article, “Before Referring a Gifted Child for ADD/ADHD Evaluation”
has generated a checklist of 15 items that should be considered. These
items can be found on the SENG website at www.sengifted.org. As she
notes, such referrals are generally premature unless attempts have been
made first to adjust the educational milieu and curriculum, Sometimes a
good evaluation can become part of that adjustment or the impetus to
move an educational institution in a needed direction. If the evaluation
does not offer specific constructive evaluations for the classroom, educa-
tional planning, and parenting, then it should be considered incomplete,
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An evaluation is only as good as it is thorough, and recommendations
must be useful and practical.

Summary

ADD/ADHD is one of the most common reasons that children are
referred to mental health professionals. In our opinion, based onhour
clinical experience, as many as half of the gifted children Wh(?f avi
received the diagnosis of ADD/ADHD do not have the signi }ical(li
impairments that are required by the DSM-IV-TR. On the oigher eunai
some gifted children with ADD/ADHD may be overlooked for nger
years because their intellectual level allows them to C(')mpensate. ‘ (-)W;
ever, serious and credible research is needed to validate our clinica

ns.

Obser\I]\E/l{J:zy traditional attempts at diagnosing ADD/ADHD havv;\/l no]t;
sufficiently considered gifted behaviors tha?t resem‘t?le ADD/ADHP. ! 0s

often, professionals simply look at behav.io‘ra} ratn'lg scefle repmtsirl from
parents and educators. Individually administered intelligence, ac 1ev:-
ment, and neuaropsychological tests provide a better.assessmel-lt, andlt e
evaluating professional should consider the ff)}lovxlrmg questzor;_s1 [‘;v 1eg
attempting to differentiate between a gifted child with ADD/‘AD an t
one without ADD/ADHD: (1) Are the ADD/ADHP behafvmrs p?eselrll

in most or virtually all settings? (2) Is there gr‘eat inconsistency 1§ ﬂtd)e
quality of the child’s work in almost every setting? (3.) D(.)es the ¢ ﬂ:
behavior sighiﬁcantiy change when the novelty of a 51tuat10.11 V\.rears?o 55
(4) Is the child’s behavior improved when more structure is given? { )
When the child is interrupted, how rapidly is he ab'le to ret}zr‘n to a tas

or able to shift tasks? (6) Can the child engage in solitary activity for long

i i uietly?

perlo%ii;zszien; ADg/ADHD warrants a thoughtful, corr.lp?lf:te evah;a—
tion, which includes awareness of the child’s intellectual abilities and her

context.




